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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: NEVADA

INCOME ELIGIBILITY LEVELS

A. MANDATORY CATEGORICALLY NEEDY
1. AFDC-Related Groups Other Than Poverty Level Pregnant Women and Infants:
Maximum
Payment
Family Size Need Standard Payment Standard Amounts
1 $ 459. $ 229. N/A
2 579. 288. N/A
3 699. 348. N/A
4 819. 408. N/A
5 939. 468. N/A
6 1,059. 527. N/A
7 1,179. 587. N/A
8 1,299. 647. N/A
2. Pregnant Women and Infants under Section 1902(a)(10)(i)(IV) of the Act:
Effective April 1, 1990, based on the following percent of the official Federal income poverty
level--
X 133percent ___ _~ percent (no more than 185 percent)
(specify)
Family Size Income Level
1 $ 952.00
2 1,287.00
3 1,621.00
4 1,956.00
5 2,291.00
TN No. 01-03 APH g ;)Om
Supersedes Approval Date . Effective Date ~ 04/01/01

TN No. 00-02
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: NEVADA

INCOME ELIGIBILITY LEVELS (Continued)

C. QUALIFIED MEDICARE BENEFICIARIES WITH INCOMES RELATED TO FEDERAL POVERTY
LEVEL

The levels for determining income eligibility for groups of qualified Medicare beneficiaries under the
provisions of Section 1905(p)(2)(A) of the Act are as follows:

1. NON-SECTION 1902(f) STATES
a. Based on the following percent of the official federal income poverty level:
Eff. Jan 1,1989: 85 percent __ percent (no more than 100)
Eff.Jan 1,1990: __ 90 percent percent (no more than 100)

Eff. Jan 1, 1991: 100 percent

Eff. Jan 1, 1992: 100 percent

b. Levels:
Family Size Income Level
1 $716.00
2 - N/A
TN No. 01-03 -
Supersedes Approval Date APR 9 o Effective Date  04/01/01

TN No. _ 00-02



